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L. INTRODUCTION

1.1 Backgrouad

The 2004 Kenya Service Provision Assessment (KSPA 2004) was implemented by the
National Co-ordinating Agency for Population and Development (NCAPD), a division of the Ministry
of Planning and National Development, and the Ministry of Health (MOH), with sechnical assistance
from ORC Macro under the MEASURE DHS Project. USAID, DFID and UNICEF provided financial
support for the survey and the Central Bureau of Statistics (CBS) assisted with human and logistical
resources.

The survey provides detailed informstion on health facility infrastructure, resources, and
management systems, and on services for child health, family planning, maternal health (antenatal and
delivery care), and selected communicable diseases, specifically sexually transmitted diseases and
tuberculosis. The survey also provides information on the capacity of health facilitics to provide
quality HIV/AIDS services.

This preliminary report presents early findings with regard to the principal aspects of facility
infrastructure and service delivery on which information was collected. A more detailed report will be
published later in 2005.

1.2  Survey Objectives
The 2004 KSPA was designed 1o meet the following objectives

¢  Describe the preparedness of government and nongovernment health facilities in Keaya
to provide quality child, maternal, reproductive heaith, and HIV/AIDS services;

¢ [dentify gaps in the support services and systems that may sffect the sbility %0 provide
quality services;

e Describe the processes used in providing child. matemal. and reproductive heshkh
services and the extent 10 which accepted standards for quality service provision are
followed:

» Provide comparisons on findings between provinces in Kenyva and. at the national level.
between different types of facilities. as well as those operated by the different managing
authorities (government. nongovernmental  orpanisations (NGO).  faith-basced
organisations (FBO) and private for-profit organisations):

e  Describe the extent 10 which clients understand what they must do to follow up on the
services received so that the best health outcome is achieved: and

e Provide baseline information on the capacity of heaith facilities to provide besic and
advanced level HIV/AIDS care and support services. and the capacity 1o maintain record
keeping systems for monitoring HIV/AIDS preventive, diagnostic. care and support
services.



II. SURVEY IMPLEMENTATION

21  Sample Design and Implementation

The sample was designed to provide a national- and provincial-level representation of all
health facilities offering child health, family planning, maternal health (amtenatal and delivery care),
STls, TB, and HIV/AIDS services. These facilities were stratified by province and by district, and
then selected. Facilities offering voluntary counsellmg and testing (VCT), antiretroviral therapy
(ART) and prevention of mother-to-child tramsmission of HIV/AIDS (PMTCT) services were over-
sampled.

The ssmple of facilities included the following: hospitals (including nstions! referral
hospitals, provincial gencral hospitals, district and subdistrict hospitals and other hospitals), health
centres, maternity/nursing homes, dispensaries, clinics, and stand-slone VCT centres. Facilities were
weighted to compensate for over or under sampling and provide a resl represemation of facilities
withinthgoouuﬂy."l‘ablell provides details on the numbers of weighted and unweighted (or actoal)
facilities.

Pescent distribution of facilities (weighted} and number of acilites
{weighted and urweighted) by type of facility, managing authority and
province. Kenya SPA 2004
Percent
histributs ]
of ’ Number of facilities

; rounc l i.cl ) Weigmed _ Unweighted
Type of tacillty

Hospital 6 28 172

Heakh centre 28 125 51

Matemity 5 20 46

Chinic 2 B 67

Dispersary 56 249 69

Stand-alone VCT 2 10 s
Managing autherity

Covernment 56 24b 175

NGO 5 N a5

Private (ior profit) " o3 143

Faith-based organisation 2 1o as
Province

Nairnbi q a a1

Central n 5 [

Coast 13 L il 57

Eastorn LA 41 W

Moxth Lastemn N H ol

Nyarwa 1.2 ko T

Rert Vallew Rl L bl

Wesiemn = 2 52
Youal 11 4] 40 440

! For further information on weighting, see Appendix ).
? The final semple of facilities differed from the original frame, due to closure, upgrade or change of meneging
suthority of a good number of facilities. More details will be provided in the final report.



As evident from Table 2.1, the health care delivery system in Kenya is diverse. Using the
adjusted (weighted) proportions reflecting real facility distributions, a little over 5 in 10 sampled
KSPA facilities were governmental, mainly managed by the Ministry of Health. A fourth are operated
by faith-based organisations and the rest are either private for profit (14 percent) or NGO (5 percent)
facilities. The majority of facilities were dispensaries (56 percent) compared to clinics and stand-alone
VCT centres (2 percent each). Rift Valley province contributed the majority of facilities (29 perceat).

2.2  Questionnaires

The KSPA 2004 used a combination of the regular SPA, the HIV/AIDS SPA and several
Kenya-specific instruments to collect data. All the instruments used are listed below; however, this
preliminary report does not cover ali of these instruments.

HIV/AIDS SPA questionnaire modules (10)

The Core SPA facility inventory (7 sections)

Health worker interview (regular and self-administered)

Observation protocels for the following consultations: family planning, antenatal
care, sick child and sexually transmitted infections (4)

Client exit interview questionnaires for observed family planning, antenatal care, sick
child and sexually transmitted infection clients (4)

Maternity statistics form (Kenya-specific)

Normal delivery records review form (Kenya-specific)

Child health provider knowiedge interview form (Kenya-specific)

Maternal health provider knowledge interview form (Kenya-specific)

District health management team questionnaire (Kenya-specific)

As an example of the application of instruments in each facility, Table 2.2 presents the
number and distribution of observations of client-provider consultations. Once in a facility,
interviewers observed consultations as they occurred for each type of service {e.g.. ST, sick child).
Hence, the sample here is more opportunistic and numbers not always reflect the proportions of
facilities visited.



Percent distribution of observed consultations (weighted) and number of
observed consulations for curtive care for sick children, family
planning, amenatal care, and sexually transmitted infections. (weighted
and unweighned), by type of facifity. Kenya SPA 2004
Percent
distribution Numnber of observed
of atwerved consultations
consultations
Type of facility i Weighted Unweighted
OUTPATIENT CARE FOR SICK CHILDREN
Hospital 7 102 625
Health certre 39 339 216
Materity 2 26 52
Clinic 1 14 115
Dispensary 51 696 199
Stand-alone VCT 0 1 4
Total 100 1,379 1.211
FAMILY PLANNING
Hospital 12 64 413
Health contre 48 259 9
Maternity 2 13 29
Chinic 1 3 28
Dispensary 37 199 52
Stand-alone VCT 0 1 7
Total 100 39 628
ANTENATAL CARE
Hospital 1t 108 636
Health centre: 40 386 157
Matemity 3 2 61
Chinic 1 5 42
Dispensary 45 437 04
Sand-alone VCT o 2 0
Tatad 100 967 101D
SEXUALLY TRANSMITTED INFECTIONS
Hospital 15 18 128
Health cenive A 52 24
Mairmwty 2 2 3
Chinic 1 2 1
Disponsany 1= 1" L4
Stand-akne VCT i ] 1
Tonat H 16 14
2.3  Training and Data Collection
23.1 Pretest
The 2004 KSPA questionnaires were pretested in 12 facilities over a two-week period in July

2004. A total of 23 interviewers comprising of 11 nurses and 12 social scientists completed a week
(July 11-17, 2004) of intensive training in Nakuru followed by data collection (July 20-22)
facilities in Nairobi, Machakos, Kajiado and Nakuru.



23.2 Main training and survey

A total of 74 interviewers (3 clinical officers, 33 nurses and 18 social scientists) completed 3
weeks of training (August 22-September 11) for the main survey. Training included classroom
lectures/discussion and field practice.

Seventeen teams of 4 (3 in some cases) interviewers collected data from 440 health facilities
throughout Kenya. Each team consisted of nurses and at ieast one social scientist. Data collection
included a review of the facility’s resources, interviews with service providers, observations of
consultations between providers and chients, and interviews with clients or caretakers of sick children
following consultations.

Four of the trained interviewers were selected as field supervisors to help supervise the other
teams during data coilection.

Data collection began September 17, 2004 and was completed December 31, 2004.
24  Data Analysis

The following conventions were observed during the analysis of the KSPA 2004 data:

e Assessing the availability of items: unless specifically indicated, the KSPA 2004
considered only observed items to be available;

e Observations: Many facilities provide routine services for clients separately from the
actual consultations (e.g., taking blood pressure), and there is often a period between
these events and the time the primary provider assesses the client. Since it is not
logistically always possible to follow a client through the entire system, whenever these
services were observed being provided outside the consultation room on the day of the
survey, the observed client was assumed to have received these services. Where this
system is used, multiple providers contribute to the services received by each client. The
provider who altimately diagnosed and prescribed was defined as the primary provider.



III. RESULTS
3.1  Availability of Basic Services

The availability of a basic package of maternal, child, and reproductive health services and
the frequency with which the services are offered are key elements influencing client utilisation. The
basic services of interest are curstive care for children, child immunisation and growth monitoring,
any services for STls, temporary methods of family planning, antenatal care (ANC), and delivery
services. Table 3.1 provides both detailed and aggregate information on the gvailability of basic
services by type of facility.

Before discussing the table in detail, it is important to note that the availability of the basic
services are generally low in stand-alone VCT centres, since these centres are very specialised
service-delivery points.

Table 3.1 i i of
Percentage of (acilities offering the indicased services, and the indicated packages of services, with the frequency and saffing
indicated, Kerwa SPA 2004
Percentage by type of facility

Background Health Sand-alone
characteristics Hospital  centre  Matemity  Climic  Dispensary vCT Toual
Services

Curative care (or children % 100 b2} 94 9% 4 %

Child immunisation % 86 70 42 82 4 1]

Growth monitoring 9 88 81 49 ” 4 4]

Any service for sexually transmitted

indections (ST a7 97 93 » N 6 27

Ternporary methods of family

planning 83 85 a7z 66 68 4 i

Antenatal care (ANC) 84 86 76 53 7 4 78
Packages of services available

All basic services o any frequency’ 66 65 52 a0 55 4 57

Facility-based 24-hour delivery

Services 93 o4 87 10 7 4 k 34

At least one quakified staif 100 100 100 98 99 23 %

All services, minimum requency 53 54 4 28 19 4 rr

and 23-honr delvery services SO H 42 b 3 4 1%
All sevvices with miniowm

frequeney, 24-honar dednery

services. and with a1 loasd sne

quablticd s 50 M 42 3 3 4 113 |
heamhor of L ilitics ewrighted) k1] 125 N A 240 1 |

T A levd of the kil curatnge cane = o cheideon, s STE i o lemp ran methech o8 lamih planneng;. anscnacsl «anc
mmursatwen. andd child growth ronitonmyg

* Quaalited stalt spn asdens of curatne cane inchede conolivd nunes, enrilied reduroe, regrioned murses. segniored sedunee
chnical cicess and meds al doctons

Curative senaces for children provided 5 dansrweel. $TI sorvices at least 1 day'week, prevenine of eleciae senicos

| Gemporary methods of family planning, antenalal care) provided at least | daviweek

Curative care for children and STI services are nearly universally availabie across all facility
types. Child immunisation and growth monitoring services are offered in most facilities, except in
clinics, where less or up to half offer these services. Similarly, a large majority of facilities offer
antenatal care (ANC) and family planning (temporary methods) services, except for clinics, which
offer them in between half and two-thirds of cases.

{0



In the case of the few stand-alone VCT centres assessed, very small percentages (typically 4
percent) report offering either basic or package services. Twenty-three percent of VCT centres have at
least one qualified staff in them.

In terms of packages of services, it is important to note that according to interviewees’
responses, all facilities have at least one qualified staff. In general, about two-thirds of hospitals and
health centres offer all basic services mentioned above. When minimum frequency of services and the
availability of 24-hour delivery services are brought into the picture, only 50 percent of hospitals are
able to offer this full package. Obviously, because of the nature of their specialised services (e.g.,
maternities), or the lack of compiexity of their systems (e.g., clinics or dispensaries) fewer other
facilities can offer full packages of services.

3.2 Staffing Pattern
Tables 3.2 and 3.3 provide information on the staffing pattern reported at KSPA facilities,

showing the median number of health care providers assigned to outpatient services, by staff
qualifications.

Table 3.2 Staffing patterns at KSPA facilities
Median number of health care providers assigned to outpatient services by type of provider and type of facility, Kenya SPA 2004

Median number of providers assigned to each facility

Any
nursing/ Number

Total Clinical Registered Registered Enrolled Enrolled midwife Other Other of facilities
Type of facility safl  Doctor officer  nurse midwife  nurse  midwife  staff technical staff (weighted)
National referral hospital 1,570 37 45 17 161 18 258 451 175 843 0
Provincdial hospital 396 17 23 33 28 49 180 293 49 15 1
Other hospital 55 3 3 2 3 4 6 21 9 " 27
Health centre 1 - 1 - - 1 1 5 2 3 125
Matemnity 10 1 1 - - - 2 4 2 3 20
Clinic 4 - - - - - . 2 2 1 8
Oi ry 4 _ _ . N . 1 2 - 1 249
Stand-alone VCT 7 - - - 5 1 10
Total 6 - - - - - 1 3 1 2 440

Note: A hyphen indicates that there were insufficient numbers to include in the table.

From the 1able above it can be seen that. as expected. hospitals (national referral. provincial
general. and other hospitals) have the largest number and variety of staff. and also highest
qualifications among them. Primary-level facilities have mostly midwives. technical and other types
(auxiliary) of personnel. Similarly. hospitals of different types have the largest numbers of
technologists and social workers/counsellors. A few laboratory personnel can be found at lower levels
of care and some social workers/counsellors are obviously found in VCT centres.

/!



Median number of selected “Other technical” stafl asigned to outpatient
services by staff type and type of facility, Kenya SPA 2004

Median number of selected sechnical staff

asg!ledhudihci!y
Lab Pharmacist/ Social

sechnologiet/ pharmaceutical  worker/
Jype of tacility wchnologist __counselior
National referral hospial 87 14 17
Provincial hospital n 8 14
Oxher hospital 4 2 2
Health centre 1 0 0
Matermity 2 0 0
Chinic: 1 0 0
Stand-alone VCT 0 0 4

33 Imfection Coatrol

Infections acquired in hospitals, otherwise known as nosocomial infections, very cofien
complicate the delivery of health care in facilities. Strict control measures are necessary 1o prevent the
spread of such infections. The following items were assessed for infection control: soap sad running
water for hand washing, sharps box, latex gloves and disinfecting solutions, such as chiorine sohustion
(in areas where rcusable equipment might be contaminated by blood or other bodily fheids) in any
relevant service delivery areas, and in all service area. A total of 1,233 service delivery sites were
assessed in 440 facilities. Table 3.4 provides information on the elements for preventing nosocomial
infections. The lcft half presents both the percentage of facilities that have the indicated clements in
any service site of the facility and in all relevant areas {(e.g., water in any place/in all examination
rooms or areas). The right side of the table presents the percentage of facilities that have supplies for
infection control in stock the day of the survey.



Table 3.4 Elements for preventing nosocomial infections

Percentage of fadilities with the indicated elements for infection control in all assessed service sites, Kenya SPA 2004

Percentage of
Percent of facilities with indicated items  facilities with  Percentage of facilities with stock supplies
present in any/all relevant service areas’ functioning for infection control present?
equipment
for Number
sterilisation Number of of service

Background Runining Latex Sharps Chlorine  or HLD  Disinfectant Needles/ latex Allitems faciliies sites®
characteristics water’ Soap gloves box' solution® processing®  (bleach)  syringes gloves present’ (weighted) (weighted)
Type of facility

Hospital (ali types)  96/0 99/48  99/68 99/47 88/9 92 a3 73 48 43 28 303

Health centre 60/0 92/60 100/84 97/78 73/30 56 72 76 42 28 125 438

Maternity 77/0 94/59 100/81 100/53 83/2% 74 66 87 48 11 20 90

Clinic 63/2 89/76  95/89 B3/64 58/26 55 70 86 51 41 8 15

Dispensary 62/0 92/86 100/95 91/B6 53/36 59 79 78 44 28 249 365

Stand-alone VCT 82/0 98/73 100/82 95/70 56/34 6 8 6 2 0 10 22
Maraging Authority

Covemment 60/0 90/68 100/89 96/82 6637 51 69 67 3z 15 246 686

NGO 7710 99/75 100/78 98f74 39/19 74 75 67 22 20 21 60

Private (for profity  78/0  92/73 100/86 92/66 63/26 68 74 86 62 54 63 234

FBO 65/0 97/90 10093 B89/80 64/24 71 89 93 48 48 110 253
Province

Nairobi 83/0 99/71 100/95 9157 75/18 58 79 79 35 30 41 154

Central B5/0 90/78 1D0M7 9580 59/30 76 74 80 47 11 50 124

Coast - 55/0 81/58 100/92 94/76 67/33 54 71 78 32 24 49 218

fastern 84/0 10L/BD 100/92 RI/BS  94/67 47 Bb 81 29 29 83 229

North Eastern 310 78/52 9374 92/77  42A15 31 79 28 47 12 8 16

MNyanza 410 98/83 100/95 99/87 59/41 67 72 65 40 22 54 130

Rift Valley 62/0 92/78 100/79 93/74 4413 55 68 79 53 27 126 273

Western 34/0 83/58 100/92 100/87 6217 94 80 69 62 45 29 90
Total 65/0 93/74 100/89 94/79 64/31 60 75 76 43 29 440 1,233

' Relevant service sites refer to the areas and rooms in both outpatient and inpatient units where clients with HIV/AIDS-related ilinesses or those
! receiving HIV/AIDS-related services (including drawing of blood for HIV testing) are examined. if there are several rooms or areas in a unit for the same
! purpose, one is randomly picked and assessed

* These items are assessed in any storage area (e.g., a stack supply)

' Running water here implies piped water, or water in 2 container with a tap such that water “flows" when needed, and water is not reused

* To qualify as a sharps box or container, it must be made of 2 substance that a needle cannot readily penetrate, and must have a sealed lid that has only
a small opening 10 allow the sharp object 1« be placed inside

* The solution must already be mixed in a container

“ Equipment lor sterilisation or High Lovel Disiniection (HLDY include an autoclave, dry heat sieriliser, pot with cover for steam or boiling (with a heat
saurce), or the necessary chemicals for chemical disinfection (such as chiorine bleach)

" Disinfectant (bleach). needlesisyringes and latex gloves are all present in the storage location

" There may be several locations within the same 1acility where the same service is offered. Each such location is delined as a service site.

The availability of water in a facility (or even in a service detfivery area) does not imply that
providers will wash hands before seeing. and between clients. However. to increase the likelihood of
providers doing so. water and soap must be available in the area where clients are being seen. orin an
immediately adjacent area. Since water is usually present somewhere in the facility but not in all
relevant areas (e.g.. in all consultation rooms), the percentages fall from high values to zero in almost
all cases. Water is present in any area in most places, except in Western, North Eastern and Nyanza
provinces.

In the case of soap, latex ploves, and sharps box, there are no substantial differences in
percentages between their availability in any and all areas, implying that in most places where they
were needed they were present. However, in the case of chlorine solution, the percentage drops to haif
(from 64 to 31 percent), implying that it was not present in half of the required areas. There are no
appreciable differences by type of facility, managing authority, or province, with these items.

15



Sterilisastion or high-level disinfection (HLD) processing are usually sufficient to0 prepare
reusable syringes and most examination equipments for reuse, however, in order to ensure that spores
(e.g., tetanus) are eliminated, either dry heat sterilisation or antoclave systems (or the less frequently
used chemical sterilisation) are required. About 6 in 10 facilities have functioning equipment for
sterilisation or HLD processing. Hospitals, FBO and NGO facilities are more likely to have
functioning equipment for sterilisation or HLD available. North Eastern and Eastern provinces have
the lowest proportions of facilities with functioning equipment for sterilisation and HLD.

The availsbility of a disinfectant (bleach), needles and syringes and latex gloves was assessed
in storage locations. All items are available in only 29 percent of facilitics. Bleach is available i 75
percent, needles and syringes in 76 percent, whereas latex gloves are available in only 43 percent of
storage locations of facilities. Sand-alone VCT centres, government facilitics and facilities in the
North Eastern province arc the least likely to have these items in storage.

34 Child Health Services

The KSPA uses the IMCI guidclines as the basis for ascessing child health services, sad the
observations of sick child consuitations conducted in the KSPA provide the basis for assessing
whether providers are adhering to standards for providing quality services. Table 3.5 provides detailed
information on the assessments and examinations conducted during sick child consultations.

The IMCI guidelines are based on two major principles. All sick children must be: i) roatinely
assessed for major symptoms: cough or difficult breathing, diarrhoes, fever, ear problems, nutritional
and immunisation status, feeding problems, and other potential problems; and, ii) examined for
“general danger signs” which indicate the need for immediate referral or admission to a hospital.’

Assessment of Major Signs and Symptoms

Fever was the most commonly assessed symptom (B0 percent) followed by cough/difficult
breathing (73 percent) and diarthoea (35 percent). Symptoms related to ear problems were the least
often assessed (9 percent). Assessment of all four symptoms was observed in only 3 percent of cases.

By type of facility, all 4 symptoms were assessed most often in hospitals (8 percent) followed
by clinics (6 percent) and health centres (5 percemt). Though there are no ciear patterns on individual
assessments, relatively larger proportion of government and FBO facilities assess all symptoms (4 and
3 percent. respectively). Facilities in the Western province assessed symptoms more consistently (31
percent).

Examinations performed on sick children

The most commonly performed examination was the assessmem of fever (75 percent). cither
by touch or by use of a thermometer. Assessment of fever was noted less ofien in heakth centres.
govermnment facilities and facilities in the Eastern province (Figure 3.1). Undressing a child w
examine/assess musculature and the assessment of anaemia were both observed in 45 percemt of cases.
Undressing was done substantiallh less among NGOs and in the North Eastern province. whike
assessing for anaemia was less cammied out in Ceniral and Eastem provinces. On the other hand. the
assessment of anaemia was done in much higher proportions in maternities and m the Weslem
province. Fewer facilities of all types assessed respiratory, car and dehydration problems. and few
providers assessed pedal oedema, except in the Western province. Generally. in only |1 percent of
cases did a provider perform all the indicated examinations.

? World Health Organisation (WHO) and UNICEF. 2001. IMCI: Integrated mansgement of childhood illsess.
Paris, France.



Figure 3.1 Elements of Physical Examination Conducted during
Observed Sick Child Consultations (N=1,378)
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Table 3.5 History and examinations conducted for observed sick child assessments
Percentage of observed sick child assessments where the indicated assessment or examination was conducted, Kenya $PA 2004

Percentage where history was elicited for

indicated symptoms: Percentage where examination was observed Number of
Assess observed
Cough or for Assess Undress All  sick child
Background difficult Ear  Allfour Assess Count  dehy- for Pedal to  exami- assessments
characteristics _ breathing Diarrhoea Fever problem symptoms fever' respirations dration® anaemia’ far® oedema examine nations (weighted)
Type of
facifity*
Hospital 9 4 80 13 8 84 39 35 63 25 11 50 4 102
Heatlth cenire 74 39 80 1" 5 69 22 15 45 16 5 48 1 539
Matermity 59 42 81 12 3 944 53 32 a1 37 13 50 3 26
Clinic 77 49 86 15 6 86 47 33 57 23 7 48 3 14
Dispensary 72 311 79 7 1 77 21 14 40 17 4 42 0 696
Managing
authority
Government 74 35 80 9 4 &9 19 17 45 18 5 46 1 978
NGO 83 a8 71 4 0 82 38 ] 62 a7 4 25 4 49
Private for 76 34 74 7 1 83 40 19 40 7 v 50 1 111
fBO 67 36 82 9 3 93 0 16 41 13 b 43 1 240
Province
Nairobi 74 32 b 8 1 B3 20 LIt 5 14 5 54 1 188
Central 2 30 2 T 4 B2 13 14 16 1 i 5T 0 144
Coast 67 32 B8O 8 2 74 v 12 16 2 5 28 0 167
Easltemn 7 24 e - 2 53 5 5 2 5 1 1 1 273
North Eastern B3 35 B6 3 0 [ 47 B 11 B (t 20 4] 15
Nyanza 60 a7 88 3 4] 83 25 23 68 10 q 45 1 174
Riit Valley 75 38 79 9 0 77 Ry 18 57 33 1 55 0 327
Westemn 83 66 93 38 31 94 73 55 82 A 40 54 8 85
Totat 73 35 80 9 3 75 24 17 45 17 5 45 1 1,378

* Either through measuring temperature or by feel

2 Check skin turgor using pinch method

3 Either through checking palms, conjunctiva, or gam/mouth
* Both look in ears and feel behind ears

* Stand-alone VCT facilities not eligible




Advice to caretakers

An esscntial component of the IMCI guidelines is the counselling of caretakers about home
management of child sickness, including counselling about feeding, fluid intake and alkko when w
send the child back to a heaith facility. Table 3.6 provides information on essential counsciling
provided to caretakers of sick children.

h&wdw&dﬂmﬁmmm“nﬁ‘wmbm
caretaler, Kenya SPA 2004
Pauum?obumedmmmmm
Signv/
symproms for Number of
Feeding/ which to send oheerved
breastieeding Providing Continuing  child back o sick chald
Background child, even eara fuids feedingol a facility/ Allfowr amessTwnis
Type of facility’

i 23 20 2 21 9 {17
Health centre 17 16 20 14 3 539
Matemnity 34 n 38 27 9 %
Clinic 19 18 n 28 4 14
Dispensary 14 V7 16 15 4 96

Managing asthority
Government 17 17 18 4 4 978
NGO 4 16 27 17 0 49
Private for profit 18 16 22 2 3 m
O 13 18 22 19 7 240
Provimoe
Nairobi 1t 1 27 26 3 188
Cemral 39 43 . 23 13 149
Coast 6 19 9 10 2 167
Eastern 0 9 6 9 [1] 273
North Eastern 3 5 7 5 0 15
Nyanza 17 19 15 15 1 174
Kt Valley 16 10 4 10 1 327
Western 54 15 36 48 3 a5
Towl 16 17 19 113 4 1378
! Stand-alone VCT iacilities not elighle

Advice to caretakers on any aspect of home management was upcommon. given ia less than
20 percent of all observed sick child consuhations. Providers in matemities. NGO facilities and in the
Ceniral ad Western provinces were more likely to provide advice on three of several aspects of
managemeni. while counselling on home management is hardly done v providers in the Eastern and
North Eastern provinces. In onh 4 percent of cases did a provider advise caretakers on all 4 topics.

Carvivker knowledgy

Carciakers of children whose consuhliations were obsened were interviewed prior to their
leaving the facility. Generally. only few women were able 10 mention these signs and symptoms (table
not shown). such as when the child illness becomes worse (18 percent) or when she has fever (1}
percent). Relatively more women from NGO facilities (56 percent) or from facilities in Coast
province (36 percent) coulkd mention some signs/symptoms. Seventy-six percent of all interviewed
caretakers were unable to name a single sign/symptom for which to bring a sick child back 1o a
facility (table not shown).

Child vaccines

The availability of child vaccines was assessed at eligible facilities, i.c. facilities that store
vaccines and provide immunisation services. Table 3.7 provides detailed information on vaccine
availability on the day of the survey.



Table 3.7 Awailability of child vaccines
Among fadilities offering child immunisation services and routinely storing vaccines, percentage with the indicated child vaccine observed on the day of the
survey, Kenya SPA 2004
Number of
Percentage of facilities offering immunisation services and storing vaccines with vaccine observed facilities
All basic offering child
child Tetanus immunisation
All basic vacdines toxoid in  services and
child plus area storing
Perta-  Any Hepatitis  Any  Yellow vaccines hepatitis  with vaccines
Background characteristics BCG  Polio DPT  valent DPT  Measles B hepatitis fever avallable’ available vaccines {weighted)
Type of facility’
Hospital 88 93 25 95 a5 94 21 96 8 84 84 97 25
Health centre 90 90 23 85 92 84 5 85 4] 79 72 87 107
Maternity 97 94 31 97 97 100 3 97 0 91 9 95 14
Clinic 77 97 42 90 100 97 23 100 )] 77 77 100 3
Dispensary 91 94 27 94 94 95 4 94 6 89 89 95 182
Managing authority
Government 88 89 27 87 9 89 3 87 2 80 77 89 200
NGO 100 100 30 100 100 100 2 100 o 100 100 100 4]
Private (for profit) a5 98 43 97 98 98 40 99 3 9 a1 99 29
Faith-based organisation 94 99 19 98 a8 95 1 98 9 93 93 99 9%
Province
Mairobi 99 100 g 99 100 94 9 100 o 92 92 100 25
Ceniral 78 81 63 B4 84 90 1 84 6 68 68 90 41
Coast a8 98 20 98 98 82 2 98 0 B1 81 99 35
£astern 85 85 15 78 85 86 1 78 0 77 70 85 59
North Eastern 99 100 10 1006 100 93 0 100 0 92 92 99 7
Nyanza 99 100 41 93 100 100 2 93 0 99 92 93 45
fift Valley 91 96 18 9% 96 93 15 96 10 91 91 a3 91
Westemn 92 90 23 96 96 100 2 96 0 85 85 100 27
Total 9 93 26 91 94 92 6 92 4 B85 83 93 N

¥ BCG, polio, any DPT and measles
i 2 Stand-alone VCT facilities not eligible

A total of 331 eligible facilitics were assessed. Around nine in ten facilities had BCG. polio,
measles and pentavalent vaccines available on the day of the survey. The availability of these vaccines
did not follow any particular trend across the different facility types. managing authorities or
provinces. Apparently. in accordance with a phasing out of DPT-only vaccination. in favour of a
pentavalent regime, DPT-only vaccines were found in only 26 percent of facilities (Figure 3.2).
Yellow fever and Hepatitis B vaccines were scantily available (4 and 6 percent. respectiveiyv). In
general. a large majority of facilities have all basic child vaccines (85 percent) and all these vaccines
plus Hepatitis (83 percent).

Protocols and teaching materials

In order for providers to perform according to standards. they need to have readily available
guidelines and protocols for constant reference. Table 3.8 presents a description of different protocols
and teaching materials for child care available in facilities on the day of survey. Clinical guidelines
are available in only 21 percent of facilities, and they are found more in the Coast and Western
provinces (54 and 42 percent, respectively). Medical protocols for child iliness are found in even
fewer facilities (8 percent), except in hospitais {21 percent), among NGOs (22 percent) and in the
Coast, North Eastern and Western provinces.
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Figure 3.2 Availability of Child Vaccines among Facilities Offering
Vaccination Services and Storing Vaccines (N=331)

100 5
i «
®
T o«
2
£
5
[
§ 2
&
0 :
DFT PE!WIHINNDPT Mexses Al basic
child
VAT

Among facilities providing outpatient care for sick children, percentage where indicated guideline or client
educational aid was available in the child health service defivery area. Kenya SPA 2004
Percentage of facilities offering sick child servioes with: Nuwnber of
mMQ Medcal facilives
- MG protocols for  offering sick
Background MClchan  cards for mother  Chnical  children's dﬂdm
Type of faciliny’

i 20 12 9 28 n 28
Health centre 10 5 4 n 15 125
Masernity 0 0 T 1" 7 19
Clinic 6 o 0 18 4 ?
Dispensary T 4 [ 2 3 23

Managing authority
Government 12 6 4 23 ] 23
NGD n 1 0 AL n 16
Private tlor profit 15 0 14 26 4 5T
Faith-based onganisalion 6 5 L3 16 [ me
Province
Naiwobi n T w m " n
Cemiral 3 1 1 - 1 4~
Coand M L R “ 28 4n
fastem 1 1 1 | ] 2 &
Mamihr Easiomn " 13 | i R 1) B
Nevanza ] - & 1) - 55
Rin Vallcy R 1 N 14 2 14
Wickiem 24 14 1 4.2 23 2a
Towal " 5 5 2t 8 18
! Stand-alone VCT facilities not ehgible

More generic child-related materials such as IMCI chart booklets, counselling cards for
providers and mothers’ cards are available in very few facilitics even though these are important for
the provision of quality child health services.



3.5  Family Planning Services

The KSPA collected information on the availability of family planning services, and clients’
perceptions on a variety of issues related to their experience in the facility and on services received.
Tables 3.9 through 3.12 provide detailed information gathered from family planning clients as they
left the service or facility, on their knowledge on a variety of topics refated to their encounter with the
provider, and on the family planning method they were prescribed or currently using.

Counselling on safe use of method

Providers of family planning methods are expected to share some basic information with their
clients, specifically information on how to use the prescribed method, all possible side effects, what to
do when method-related problems arise, and when to return for follow up.

Around seven in ten interviewed clients said the provider gave them information on how to
use the prescribed method and when to return for follow up, respectively. However, oniy half of
interviewed clients said the provider gave information on possibie side effects and on what to do in
case of method-related problems. Forty-four percent said they were given all four messages (Table
3.9). Relatively fewer clinics and NGO facilities (48 and 41 percent) and those in the Eastern and
North Eastern provinces (42 and 43 percent) provide information on how to use the method. Again, a
substantially lower percentage (22 percent) of NGO facilities is reported to provide information on
side effects of methods.

Table 3.9 counsefling for safe use of family planning method
Among observed and interviewed family planning clients, percentage reporting that the indicated information
relevant to their family planning method was provided to them, Kenya SPA 2004
. . - . . Number of
Percentage reporting the indicated information was provided interviewed
What to do family
Possible side for problems ~ When to All four planning
Background Howto use effectsfrom  related to return for messages clients
characteristics the method method method followup provided {weighted)
Type of facility’
Hospital 76 61 68 94 53 62
Health centre 75 45 53 96 37 255
Matemity 73 52 63 7?7 38 13
Clinic 48 47 59 84 k)| 3
Dispensary 65 55 54 a7 51 196
Managing authority
Government 73 50 57 95 43 400
NGO 41 az 22 100 22 n
Private for profit 75 5% 53 ™ 45 25
‘ FBO Tr 76 (&8 no 04 67 ‘
. Province |
i Nairohi ] 54 4% 89 RH] 52 ;
Central 75 51 53 13 LT} 15 !
Coast B 15 67 a5 34 71
. Eastern 2 29 29 a- 22 133
I North Eastem 43 43 86 100 29 1
' Nyanza 84 51 53 97 48 33
Rift Valley 84 71 75 99 68 146
Western 83 66 66 100 53 49
Total 71 51 55 96 44 529

1 Ssuand-afcne VCT facilities not eligible
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Knowledge of key information
Table 3.10 describes clients’ key knowledge on their prescribed family planning method.

Almost all users of pills and injections seem well informed about the use of their methods. With the
few condom users interviewed, a large majority (89 percent) reported knowing how many times a
condom coukd be used (once), and also most clients know that the method protects against STis and
the comrect type of lubricant to use for both the male and female condom (table not shown). Note that
the majority of all interviewed family planning clients were concentrated in health centres and
dispensaries, and in government facilities, and also that there were more injection contraceptive users
interviewed than pill users.

of tveir method of family planning, Kernya SPA 2004
Percentage of
injection users Total number
Percevtage of pil  Numberofl  who knewhow  Numberof  of imerviewed
users who lnew  interviewed long the injection  interviewed  familly planning
Background how often o pillusers  prowecied againgt  injection users chents
characyeristics ke the pill  (weighted) pregnancy tweighted)  tweighted)
Type of facility’
Hospital 100 8 9 49 57
Health centre 100 66 97 106 251
Matermnity 66 2 100 8 9
Clinic - )] 00 2 2
Dispensary 100 24 9 170 196
Managing antherity
Government 100 90 98 297 389
NGO 100 5 100 n 37
Private for profit o4 1 88 Y} 24
93 4 100 63 66
Proviace
Nairobi 100 i) 95 30 45
Ceniral 100 13 100 32 “
99 n 92 » 70
Eastern 100 18 100 14 132 !
North Eastern - 0 n 1 1 i
Nyanza 100 7 L] 25 32
Rift Valley 100 1" 100 134 145
Wegemn a3 b 91 40 48
Towl 9 100 98 12 St
¥ Stand-alone VCT jacilities not elgible
Reported perceplion of services

All interviewed family planning clients were asked whether certain probiems frequenth
reported by cliem were big problems for them during their current visit 10 the facility and/or service
provider. Such problems include long waiting lime. no chance to discuss concemns with a provider.
shortage of method/medicines and lack of privacy. As expected, not mamy clients are willing
critique the services they receive (Tabk 3.11). Long waiting time was the onh big problem reported
by more clients (20 percent). mosth from hospitals and health centres. in government facilities and
facilities in the Eastern province. The other commonly reported problems were identified by fewer
clients—less than 8 percent as a whole—except for lack of privacy (visual or auditory) reported by 17
percent of clients attending NGO facilities, and lack of availability of methods/medicines, also by 17
percent of clients from the Coast province. Between 13 and 15 percent of clients from the Western
province also identify several of these common problems.



Table 3.11 Client feedback on services

Among observed and interviewed family planning (FP) clients, the percentage who reported they feit the indicated element was a
large problem for them, in relation to the services they received the day of the survey, Kenya SPA 2004

Percentage MNumber of
inability interviewed
to discuss Notenough  Quality of family
Long concerns explanation examination lackof Llackof Shortageof Poorly planning
Background waiting with from and/or visual  auditory method/  treated clients
characteristics time provider  provider  treatmenl privacy  privacy medicines by staff  {weighted)
Type of facility'
Hospital 23 2 3 2 3 3 8 3 62
Health centre 24 1 2 2 3 4 8 3 255
Maternity 0 0 6 0 o 0 3 G 13
Clinic 6 0 0 0 0 4 0 0 3
Dispensary 15 1 2 1 4 4 7 1 196
Managing authority
Government 26 2 3 2 2 3 9 3 400
NGO 0 0 0 0 17 17 0 0 38
Private for profit 5 0 3 0 2 2 5 0 25
FBO 1 0 0 0 0 o 0 0 67
Province
Nairobi 17 3 8 6 0 0 3 6 52
Central 16 1 0 0 0 0 1 1 45
Coast 18 a 1 4 0 g 17 G FA
Eastern 38 0 0 0 1 1 10 0 133
North Eastermn 0 Q 0 14 0 0 0 0 1
Nyanza 16 1 0 0 Q 0 2 2 33
Rift Valley 9 0 0 0 5 7 6 2 146
Westem 17 7 13 5 15 15 2 [ 49
Total 20 1 2 2 3 4 7 2 529

! Stand-alone VCT facilities not efigible

Family planning teaching and visual aids

Teaching and visual aids are important tools to help a provider communicate information to
clients. Table 3.12 provides information on specific teaching and visual aids for family planning
available in facilities on the day of the survey. This information was assessed in 326 eligible facilities,
i.e. facilities that provide family pianning services.

Overall, samples of different temporary family planning methods are avaitable in two-thirds
of facilities. posters on family planning in 59 percent and models for demonstrating condoms in half
of all facilities. All these three items are available more often in hospitals than in other types of
facilities. Visual aids for STls and HIV/AIDS are available in lesser frequency (21 and 24 percent of
facilities).

Information for clients to take home

There is less availability of these materials. Relatively more information was available on
family planning (FP) than on STis or HIV/AIDS and dispensaries were least likely to have FP
information available. Maternities were least likely to have information available for clients to take
home on STis and HIV/AIDS.

A/



T 12 Avai of speci ing and vi
was available, Kenya SPA 2004
Percentage by type of facility
Health
hem Hospital centre  Matemily Chinic  Duspensary  Tokd
Viewal aids or teaching materials
Samples of diflerent methods 76 66 55 46 66 66
Posters for general promotion of FP 66 59 49 56 59 59
Visual aids about sexually
tranamitied infections 33 22 13 16 20 ri
Visual aids about HIV/AIDS 28 2 17 n % 24
Model for demonstrating bhow w
use condom 54 47 45 29 52 50
Information for cient 1o talee hame
On family planning 47 45 35 8 2% 35
On sexually transmined infections 10 20 7 8 n 1“4
On HIV/AIDS 19 29 5 18 9 1%
Service guidelines
Asvy family planning guidelines 39 27 24 43 32 n
WHO guidetines for syndromic
of ST 40 54 £ 45 0 &0
Orher guidelines for diagnosis and
treatment of 5Tk n 15 n 1 1" 12
Number of facilites offering FP
seyvices (weighted)' 24 110 18 5 169 16
¥ Includes 2 stand-alore facilities thax offer family planning services

Service protocols or guidelines

The most widely found protocol/guideline was the WHO guideline for syndromic
management of STls, available in an average 60 percent of facilities. Up to 70 percent of dispensaries
had these. The reproductive health policy guidelines for service providers and all other guidelines
were less often available.

36 Maternal Health Services
3.6.1 Anteaatal care

Birth preparvdness
Intervieners asked observed ANC clients whether providers discussed birth preparedmess
during the visit (Tabke 3.13).

While half of all interviewed clients said a provider asked them about their birth plans (cither
during this or at previous visit). only 37 percemt said a provider discussed items/preparations 1o make
prior to delivery with them. On the other hand. a higher proportion (78 percent) of interviewed clients
said they had already decided where they would deliver. Only 22 percent responded positively to all 3
items for birth preparedness.

Surprisingly, fewer clients in matemities than in other facilities said providers asked them
about birth plans or discussed items to prepare prior to delivery. This corresponds with a reistively
lower percentage of clients having decided where they plan to deliver compared with hospitals, clinics
and dispensaries.



Table 3.13 Reported provider counsefling and mothers’ decisions for birth preparedness
observed and interviewed ANC clients, the percentage who reported the indicated itemn
related to birth preparedness, Kenya SPA 2004
Percentage reporting
Provider
Provider  discussed items/ They have Number of
asked them preparationsto  decided  All three items  interviewed
Background about their  make priorto  where they for birth ANC dients
characteristics birth plans' delivery will deliver preparedness  {(weighted)
Type of facility’
Hospitat 43 33 80 20 103
Health centre 44 15 73 19 380
Matemity 38 23 74 15 32
Clinic 47 30 85 17 5
Dispensary 57 41 82 25 433
Managing authority
Government 47 42 77 26 616
NGO 46 7 64 7 28
Private for profit 56 39 74 17 103
FBO 55 25 84 13 204
Province
Nairobi 48 35 83 17 91
Central 19 30 79 9 51
Coast 58 313 90 22 100
Eastem 48 48 84 29 167
North Eastern 26 20 78 11 5
Nyanza 47 24 72 20 159
Rift Valley 54 45 72 24 289
Western 54 23 77 17 a9
Total 50 37 78 22 952
' Either during this or previous visit
? Stand-alone VCT facilities not eligible

Fewer clients from the Central province reported their providers had asked them about birth
plans. NGO facilities had the smallest proportion of clients reporting that providers discussed all items
for birth preparedness, and these clients were less certain on where they pianned to deliver. There
were no clear patterns in the different provinces.

Client knowledge of danger signs of pregnancy

Providers are responsible for educating expectant mothers on specific danger signs related to
pregnancy for which they should seek immediate help. Table 3.14 provides information on whether
interviewed ANC clients were counselled on these danger signs (either during the current or a
previous ANC visit). and clieat knowledge (or recall) of any of the danger signs.

Onlv slightly more than one-third of interviewed ANC clients said they had been counselled
(either during the current or a prior visit) on risk/danger signs of during pregnancy. As expected.
providers in maternities seem to have counselled clients on risk/danger signs more often than
providers in other types of facility. There is a particular dearth of counselling among NGO facilities
and in the North Eastern province {(Figure 3.3).



[pregnancy and who spontaneously mentioned the indicated pregnancy risk signVsymptom, Kenya SPA 2004

Percentage .
reporting Percentage spontanecusly mentioning
provider indicated risk signs/symptoms Numnber o
fed on ; erviewed
| @ackground risk signs for faceor Tiwednessor Headache or  ANC cherts
Type of facillty’
Hospital 38 33 10 11 9 13 1,3
Health centre 13 7 9 n 7 ? 380
Maternity 52 28 15 12 7 24 2
Chnic 32 47 t7 10 8 13 5
Dispensary 37 13 12 5 12 13 433
Managing authority
Covernment 35 n 11 & 13 1 616
NGO 8 26 7 7 6 7 F. ]
Private for profit 47 2 7 1 3 16 103
FBO 39 30 12 1" 3 10 204
Provinoe
Nairobi 44 37 4 18 5 18 k4
Central 44 4 8 1 9 3 51
Coast 48 54 14 13 16 14 100
Eastemn 49 3 22 6 8 AL 167
Novth fasteem 9 0 9 1] 9 0 5
Nyanza M 28 18 7 10 13 159
Rift Valley 25 25 3 10 n 9 2
Westermn 25 15 4 3 3 3 a8
Total 36 k)| 1 8 10 1 952
! Either during this or previous wisit
? Stand-alone VCT facilives. not eligible

Figure 3.3 Percentage of ANC Clients Reporting Provider
Counselling for Complications of Pregnancy,

by Province (N=952)
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When asking for spontaneous responses, much lower percentages are obtained: only 31
percent named bleeding, and only around one in ten mentioned fever, headache/blurred vision or
tiredness/breathlessness. Swollen face or hands was mentioned by even fewer respondents (8 percent).
Bleeding is mentioned more in the Eastern province, while clients from Nairobi can mention more the
swollen face or hands sign and those attending maternities are more able to mention headache or
blurred vision as a risk symptom.

3.6.2 Normal deliveries

Partograph availability and use by providers

The partograph helps providers to identify prolonged labour and to determine when to take
necessary action. Although recommended by WHO partographs are stiil not widely used in most
developing countries. Table 3.15 shows information related to partographs, for facilities providing
delivery services.

Almost 4 in 10 eligible facilities surveyed offer delivery services (Figure 3.4). Of these, 39
percent have partographs. Hospitals (79 percent) and government facilities (44 percent) are more
likely to have them. Dispensaries, NGO facilities and facilities in Rift Valley are least likely to have

partographs.

On actual use of a partograph, only 38 percent of interviewed providers offering delivery
services had used the partograph within 1 month of the interview. Eleven percent had never used one
to monitor labour (see Table 3.15).

Table 3.15 Use of pantographs for delivery setvices
Percentage of facilities offering delivery services, among these, the percentage with partographs, and percentage of interviewed delivery
service providers reporting the indicated use of partographs, Kenya SPA 2004

Percentage
of facilities Number of Percentage of delivery service providers
Percentage with facilities reporting using a partograph Number
of facilities MNumber  delivery with More oi delivery
with of services delivery  Within More than than é Don’t services

Background delivery  facilites thathave  services pastone month  months know/  providers
characteristics services  (weighted) partographs (weighted) manth ago' apo  Mever missing (weighted)
Type of facility’

Hospitat 94 28 79 27 44 ] 33 6 8 345

Health centre 64 125 40 a0 34 A 28 15 12 243

Malemity 87 20 a4 18 54 2 25 8 1 114

Clinic 14 8 24 1 35 3 32 29 2 2

Dispensary 15 244 6 38 # 3 (4] 2 8 H4
Managing, authority

Grnomment 35 245 34 Bi 34 12 42 10 e 427

NGO 8 1 1T 14 20 3 Kt it th 22

Private tor proti 44 £} 30 2 hY 4 14 A L ) 171

FBO 33 1K 35 3 11 g av 1o 1 168
Province

Nairhi RIE 37 B! 11 36 14 36 12 2 133

Central 18 50 85 o I8 7 L 2 0 ai

Coast 27 49 52 13 38 ] 10 LK) 33 7

Eastern 32 81 45 26 36 9 42 12 1 87

MNorth Eastem 35 8 23 3 49 4 42 4 0 5

Nyanza 49 54 28 26 39 3 31 10 17 149

Rift Valley 45 124 18 55 30 13 45 6 6 156

Woestern 69 29 51 20 28 10 36 24 2 88
Total 38 430 39 164 38 9 33 1 8 788

" More than a month ago but within past 6 months
* Stand-alone VCT facilities not eligible




Figure 3.4 Availability of Partographs among Facilities
With Delivery Sesvices (N=164)

100

Percentage of facilities with delivery sendoes

Among providers who had used the partograph within one month of the imterview, the
majority were in maternities, private for-profit facilities, and in the Central province. Providers who
had never used the partograph were most often in clinics, FBO facilities and in the Westem province.

Monitoring of normal deliveries

Monitoring all deliveries helps to ensure the well-being of both mother and foctus and prompt
action in case of complications. Table 3.16 provides information on critical practices for monitoring
normal deliveries conducted in facilities surveyed.* The recommended standard/basic practice is %
mmitmﬂmfoetalheutme,mrmulpuhemmmermemuwﬁemmmmhmad
measure/check matermai blood pressure every 4 hours.

Information gathered from clients” delivery records or charts showed that foetal heart rase and
uterine contractions were monitored/checked every 30 minutes for only one in five cases, while
measuring blood pressure every 4 hours was documented as done in only 14 percent of cases. Pulse
rate every 30 minutes was documenied even less often (8 percent). All 4 critical practices were
documented for only 5 percent of all reviewed normal delivery records. Nyanza province had the
highest proportion of deliveries documented to have carried out all 4 critical practices (13 percent).

Only hospitals and maternitics had recorded doing all four critical practices in their delivery
notes. |7 percent and 10 percent. respectively. According 10 documentation. dispensaries. FBO and
North Eastern. Rift Vallex and Western provinces which perform relativels fewer standard deliveny

practices.

! These data came from either partographs or other records.



Table 3.16 Documentation of critical practices for monitoring pormal deliveries
Percentage of recent nonmal deliveries where the delivery dient records documented items for
monitoring normal deliveries, Kenya SPA 2004
Percentage of reviewed records with the
indicated items documented Number of
Assessment  Blood normal
of pressure Pulse delivery
contractions measured measured Al critical  records
Background FHR every every30  every4  every30  practices  reviewed
characteristics 30 minutes __ minutes hours minutes done  (weighted)
Type of facility®
Hospita! 45 45 39 22 17 129
Health centre 15 13 6 3 0 330
Maternity 3 28 29 18 10 74
Clinic 10 22 4 0 0 4
Dispensary 2 2 2 0 0 132
Managing authority
Government 13 15 10 4 2 350
! NGO 2 32 9 19 8 29
. Private for profit 41 29 26 17 12 134
- FBO 15 17 13 5 4 157
‘Province
Nairobi 46 42 25 22 S 55
Central 16 22 31 9 4 43
Coast 33 20 17 6 5 65
Eastern 21 22 15 4 3 84
North Eastern 13 8 5 4 1 14
Nyanza N 32 22 19 13 93
Rift Valley 7 6 5 3 2 222
Western 17 19 9 5 2 93
Total ® 19 14 8 5 670
' Foetal heart rate

% Stand-alone VCT facilities not efigible

3.6.3 Complications of normal deliveries

Provider knowledge of signs of postpartum haemorrhage

The KSPA interviewed the most experienced matemal health provider present the day of the
survey where maternal health services were offered. using the appropriate questionnaire to assess their
knowledge of signs and treatment for postpartum haemorrhage. Interviewed providers were expected
to spontaneously name 4 categories of signs and symptoms and 4 interventions.

Only 6 percent of inlerviewed midwives spontaneously named all 4 catepories of
haemorrhage signs and symptoms (Table 3.17). As expected. midwives in maternities are most
knowledgeable. followed by clinics and private for-profit facilities. A higher proportion of midwives
in Nairobi province was much better informed than in other provinces. The most frequently named
category was signs of shock (60 percent) and only one in four midwives named retained products or
piacenta as a sign of postpartum haemorrhage. The North Eastern province does less well on a couple
of signs/symptoms.

a7



Percentage mentioning indicated signs of Percentage mentioning indicated imerventions for
postpartum haemorrhage postpartum haemarhage
Amount Number of
Uncon- of  Rewained All four Empty Ego- Scart Al i inerviewed
Background vacied Sigwof exemal products sigu & Masage woman's metrine intravenous  imer-  midwives
characteristics werys  shock’  bleeding placeta symptoms  fundus  bladder M or V' fhuids  vestions _ (weighied)
Type of facility’
Hospial o4 72 61 44 12 73 50 s | 66 24 27
Health centre 35 &7 43 a1 2 72 43 74 &0 17 86
Matermity 65 66 66 53 23 69 40 » 57 . L}
Clinic 75 45 53 61 16 62 68 81 31 15 2
Dispensary 43 45 &0 35 4 67 49 76 10 o 65
hmm
Government 55 0 48 37 S 77 45 76 4“4 14 115
NGO 2] 28 62 4 1 38 58 99 5 (] 14
Private for profit 49 o4 65 46 3 69 34 74 70 18 30
Feo 65 40 55 60 3 62 52 et 36 7 90
Province
Nairobi 94 60 49 76 n 60 o4 2% 79 20 u
Central 8 88 36 79 16 94 45 87 k13 23 9
Coast 73 44 46 4% 3 60 3 50 42 4 25
Eastern 60 60 59 k¥ 3 9 56 86 60 15 35
North Eastern 26 56 28 4“4 0 35 Li ] “ 50 0 3
Nyanza 34 56 43 42 3 35 38 82 2 1 s
Rift Valley “ 57 57 25 2 78 51 &9 40 14 56
Western 68 79 68 5 M 80 4“4 82 50 15 25
Total 55 &0 53 4 6 70 46 76 a4 12 98
' Postpartum haemarrhage resulting from an aetonic or uncontracted werus
® Dizziness or low blood pressure
* intraruscularty or intravenously
* Stand-alone VCT facikties not eligible

Interventions for posipartum haemorrhage

Regarding interventions for postpartum haemorrhage., 70 and 76 percemt of midwives,
respectively. mentioned massaging the wicrus anxi giving an intramuscular (IM} or intravenous {1V)
injection of Ergometrine. Other interventions. such as emptying the patient’s urinany bladder (46
percent) and giving intravenous fluids (44 percent) were mentioned less frequenthy. In panticular, ao
midwife in the North Eastern province and onh 3 third from the Coast mentioned emptyving the
bladder. Similarly. only 5 percent of respondents from NGOs mentioned the use of 1V fluids for this
emergency. In all. only 12 percent of all interviewed midwives were able to spontancoush name all 4
expecied interventions for postpanium hacmorrhage. Relatively more midwives in hospitab than in
other types of facility were able to name all expecied interventions. and more midwives in Nairobs
than in other provinces were alse able to name all four inlerventions compared to midw ives in other
provinces. No midwives interviewed in dispensaries. in NGO facilitics and the North Eastern province
were able to mention all four interventions.




Signal functions for emergency obstetric care

As part of the Averting Maternal Death and Disability (AMDD) project and in an effort to
find intermediate indicators to track progress in the area of facility preparedness for maternal
complications, “signal functions” have been developed, indicating the capacity of facilities to offer
specialised services for emergency obstetric care. Table 3.18 shows the percentage of facilities that
reporteds having carried out the indicated procedures/interventions (the “signal functions™) in the last 3
months.

Table 3.18 Signal functions for emergency obstetric care
Among faciliies offering delivery services, percentage reporting the indicated procedure/fintervention was carried out at least
once during the past 3 months, Kenya SPA 2004
Percentage
Parenteral  Manual  Manual
anticon-  removal remaval of Assisted Mumber of
Background Parenteral Parenteral  vulsants/ of retained  vaginal  Blood Caesarean facilities
characteristics antibiotics oxytocics  sedatives  placenta  products  delivery transfusion  section  tweighted)
Type of facility’
Hospital a5 81 61 69 48 24 63 76 27
Health centre 18 12 10 15 8 0 0 0 80
Maternity 42 23 26 4 258 10 14 22 18
Clinic 28 24 8 0 0 8 G 8 1
Dispensary 17 6 6 1 0 o 0 i) 38
jng avthority
Government 22 16 17 29 14 1 9 9 86
NGO n 28 6 28 6 4 5 4 14
Private for profit 45 38 25 36 25 16 18 3 29
FBO 43 31 25 17 12 6 16 19 35
Province
Nairobi 25 25 20 20 13 9 15 23 11
Central 41 45 29 42 25 3 30 41 9
Coast 51 53 42 41 63 6 17 20 13
Eastern 14 14 9 27 7 5 1 12 26
North Eastern 18 23 35 35 16 13 23 13 3
Nyanza 36 1 10 17 17 6 i2 11 26
Rift Valley 25 19 10 28 5 5 8 14 S5
Western 50 39 48 28 i6 1 8 7 20
Total k3| 24 19 27 15 3 12 15 164
! Stand-alone VCT facilities not eligible

Almost one in three facilities report having administered parenterzl antibiotics, followed by
manual removal of the placenta {27 percent) and the administration of parenteral oxytocics. A second
tier of functions are less frequently performed by facilities, such as using parenteral anticon-
vulsants/sedatives (19 percent). and performing manual removal of the placenta, caesarean sections
and blood transfusions (between 2 and 15 percent). The one function least performed is assisted
vaginal delivery (e.g.. forceps. vacuum extractor), perhaps because of requiring specialised equipment
and intensive training (Figure 3.5).

* The capacity to perform the first six functions denotes basic emergency obstetric care. The addition of the next
two functions makes the facility capable of providing comprehensive emergency obstetric care.
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Figure 3.5 Performance of Signal Functions for Emergency
Obstetric Care at Least Once during Past Three Months in
Facilities With Delivery Services

Percentage of facillties with delivery seevices

EHompitel OiHeakth contre EBMatevily

Among differentials it is ciear health centres, clinics and dispensaries are least likely ©
provide critical emergency obsietric services. Additionally, the Eastern provimce is less able ©o
administer parenteral antibiotics and oxytocics. Regarding IM/IV oxytocics, Nyaaza province
facilities arc least likely to provide them. Use of parenteral anticonvulsants/sedstives is low in NGO
facilities and in Eastern, Nyanza and Rift Vallcy provinces; however, it is high in Western and Coast
provinces. Generally, other facilitics rarely offer the remaining services, except for hospitals and
maternities (to some extent). It is worth noting that fewer than half of all maternities examined, that
specialise in delivery services, have provided the assessed procedures/interventions in the last 3
months. Particlar mention should be made of life-saving procedures such as manual removal of
placenta (41 ‘percem), manual removal of retained products (29 percent), and assisted vaginal delivery
(10 percent).

3.7  STI Services

Sexually transmitied infections (STls) arc a major public heaith problem. STis can cause
infertility and increase the risk of transmission of human immunodeficiency virus (HIV). There s 8
certain degree of stigma associated with STIs. making it difficult for clients with symptoms to seek
care. During any STI consultation providers are expected 10 ask clients about the 5 histon clements
noted in Table 3.19.

Providers ashed all ST clients whose consultations were observed abowt their presemting
complainis/symptoms. In 86 percent of cases. the provider asked about the duration of the sympioms.
and in 78 percent the chent’s histors of recent sexual contacts and his'her curvent relationship status.
In 73 percent of cases. providers asked about the occurrence of similar symptoms in their sexual
panners. Overall. all elements of the history were assessed in 53 percent of observed consultations.

¢ This finding should be imterpreted with cmtion because some msteynities may, in fact, be referving
complicated cases to higher-level facilities, and thus handle fewer women with serious complications.
7 Clients are asked whether or not they are in a monogamous relationship and whether their parters sre i a



The most comprehensive history was elicited by providers in hospitals and dispensaries, and
in facilities in the Western province (Figure 3.6). Other than enquiring about the presenting symptom
and its duration, providers in maternities did very little in terms of enquiring about the other history
clements.

Table 3.19 Assessment of history of clients with symptoms of sexually transmitted infections
Among observed clients with symptoms of sexually transmitted infections {S5Tls), percentage where the indicated
information was elicited, Kenya SPA 2004
Percentage where provider enquired about
Client's Number of
What How long  recent Client All observed
symptoms theclient historyof Symptoms curent elementsof STiclient
Background theclient hashad the sexual insexual relationship  history  consultations
characteristics has symptoms _ contact  partners status’ assessed  (weighted)
Type of facility’
Hospital 99 93 80 75 76 59 18
Health centre 100 88 75 82 91 51 52
Matemity 100 100 18 18 66 18 2
Clinic 100 100 64 30 58 40 2
Dispensary 100 81 84 65 66 57 43
Managi thorit
Government 100 8é 77 75 86 53 83
NGO 100 100 100 100 100 100 0
Private for profit 100 100 62 55 77 55 6
FBO 100 84 85 70 55 55 26
Province
Nairobi 100 77 87 76 68 40 8
Central 100 100 61 55 51 51 2
Coast 100 100 62 32 60 30 9
Eastern 100 54 98 52 106 52 9
Nyanza 100 78 93 70 71 65 22
Rift valley 99 98 45 79 83 40 29
Western 100 100 929 99 106 99 16
Total 100 86 78 73 78 53 116
! Monogamous, multiple partners, nonmonogamous partner
I ¥ No observed clients in stand-alone VCT facitities

Figure 3.6 Percentage of Observed ST1 Client Consultations
Where Provider Assessed All Elements of History for STI, by
Province (N=116)
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Promoting condom use among STI clients
Condoms can prevent the transmission of STis (including HIV). Table 3.20 provides
information on condom education provided to STI clients.

Providers discussed the role of condoms in preveating STI/HIV/AIDS in only 55 percent of
observed consultations. Figures drop considerably thereafter: a low 21 percent of providers offers
condoms to clients and meagre proportions instruct the client how to use them (17 percemt), or
demonstrate their proper use (7 percent). All four elements of promoting condom use occurred in only
7 percent of observed STI consultations.

Providers in maternities (18 percent) and in the Eastern (6 percent) and even in the Nairobi
province (19 percent) hardly discuss condoms with clients. Hitherto, very few places commit to
providing the client with instructions and condoms for their use, except in hospitak and heahth
centres, at government facilities and in facilities in the Nyanza and Rift Valicy provinces. This
indicates the need to enhance STI program cfforts in primary centres, nongovernmental facilities and
in selected provinces of Kenya.

Amaong ohserved chients with symptoms of seaually transmitied infeciions (ST, pevcentage where the providers gave
the indicated education related 10 use of condoms, Kenya SPA 2004
Percentage where providey
Distussed role Al four slemerts  Number of
of condoms in  Instrucied the of promotion of  obserwed ST1
preverting SThs client how 0 Demonstrated  Offered  condom 1se for chent
Background including use the howwuse condoms preventionol Consulabions
charackeristics HIV/AIDS condom ___ the condom o cient  SThoonumed tweighted)
Type of facility’
Hospital 69 44 12 2 9 8
Health centre 68 15 13 38 13 52
Masernity 18 0 0 1] 1) 2
Clinic 39 L] [4] O 1) 2
Dispersary s 10 o 0 0 43
Masaging authority
Government 61 23 1w 29 0 a3
NGO 1] [ 0 a 0 L
Private for profit 57 3 0 0 a 6
O k 1 0 [ 0 0 »x
Prevince
Nairohi 1n 1 0 0 1] 28
Cenwral oh m o R [ 2
Coant 3 i n @ 0 o
Eastern [N 2 1] ] 1 “
Nvanza a2 15 2 23 1 -
Rift Valey " <A 21 Kl 25 o
Vestern ol T 8 n M 1
Total 55 1" - | = 1%
!V i ohserved clrents in siand-alonce YCT wcilitns

Client perceptions on condom use

Reasons for not using condoms include: embarrassment about getting condoms and
discussing its use with partner, reduction in sexual satisfaction in partner and in self and difficult w
dispose of.

Among interviewed STI clients, only 38 percent had ever used & condom. Use seems w0 be
much higher among clinic users, and clients in the Central and Eastern provinces. Twenty-two and 18
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percent cited embarrassment as a reason preventing people from obtaining them or discussing them
with partners. Embarrassment seemed an important teason for clients in the Easterm region, who
otherwise were not concerned about other potential problems of condom use. Eighteen percent said
condoms reduce partners’ satisfaction. Lower percentages (13 and 7 percent) of STI clients said
condoms reduce their own sexual satisfaction and are difficult to dispose of, s reasons why some
people do not use them (Tabile 3.21).

Table 3.21 Client perception of major reasons people may not use condoms
Among observed and interviewed dients with symptoms of sexually transmitted infections (5TIs), percentage
reporting they think the indicated reason may contribute in a large measure to why some people may not use
condoms and the percentage who reported they have ever used condoms, Kenya SPA 2004
Percentage
Embarrassing Number of
Embarrassing Difficulttc  todiscuss  Reduces  Reduces interviewed
Background toobtain  disposeof condoms ownsexual partners  Everused STclients
characteristics condoms  condoms  with partner satisfaction satisfaction  condoms  (weighted)
Type of facifity’
Hospital 26 1 22 19 26 58 17
Health centre 17 13 13 13 29 38 52
Maternity Q 0 0 35 35 35 1
Clinic 20 0 9 11 41 70 L
Dispensary 28 0 25 10 0 27 43
Managing authority
Government 19 10 25 17 23 45 83
NGO 0 0 0 0 50 100 0
Private for profit 3 3 3 8 11 23 5
FBO 36 0 1 2 3 16 26
Province
Mairobi 13 1 g 1 7 33 28
Central 44 28 5 5 25 95 2
Coast 2 a 2 2 2 34 9
Eastem 49 1 49 4 7 93 9
Nyanza 26 1 26 22 20 15 22
Rift Valley 28 25 27 15 27 44 28
Westemn 19 2 19 N 32 29 16
Total 22 7 18 13 18 g 114

! Stand-alone VCT facilities not eligible

Client perception of services

STI ciients were asked to comment on specific problems with the services they received. Few
major problems were reported. except for the long waiting time (26 percent). especially among half of
Nairobi clients (Table 3.22).
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T. feedback on
Among observed and inmeviewed chients receiving services for seasally transmitted infections (ST}, percent who reporsed they
fet the indicated element was a farge problem for them, in relation t0 the services they received the day of the survey. Kempa
SPA 2004
Penzn?
Lack of
ahility w
discuss MNotenough  Quality of tack of Number of
long concems explanation mamination lackof lackol aailabilty Poordy interviewed
Background waiting  with from and/or visual auditory of method/ teated ST chenis
Type of facility’
Hospital 25 1 2 1 1 0 9 2 v
Health cenwre 23 ¢ 3 6 6 9 3 n 52
Matermity 0 4] 35 100 35 35 35 ] 1
Clinic 1" n 0 o 0 0 9 9 1
Dispensary 2 5 5 4 5 5 L] 0 4
Managing suthority
Govemment 27 3 5 4 7 9 4 ? X )
NGO 0 0 0 0 U] 0 (1] 0 0
Privase for profit 0 0 8 3 8 8 1n 7 5
FBO 28 1 o 0 ] 0 0 0 26
Province
Nairobi 49 1 6 0 1 b 6 0 28
Cenral 20 0 0 0 0 o 0 (1] 2
Coast 30 o 0 0 o 4] 0 2 9
Eastemn 48 4] 0 0 0 0 2 0 9
Nyanza 9 0 1 3 1 o 4 1 n
Rift Valley 5 0 ] 12 o 12 0 12 »
Western 2 16 18 3 17 17 7 15 16
Towl 26 2 4 4 5 7 3 5 114
' No observed stand-alone VCT facifities

38 Youth-friendly Services

Many youth in need of sexual and reproductive health carc are not comfortable accessing
existing services because they are not “youth friendly” and may not meet their needs. Coupled with
this. providers are often biased, uneasy. or not adequately trained to serve sexually active youth. There
has been a push in recent time to sensitise all staff a1 health care facilities on the provision of “vouth-
friendly™ services (YFS). and in making the young people feel welcome.

Table 3.23 provides information on the availabilin of yvouth-friendh services a1 specific
service sites or anvwhere in health facilities. The components of youth-friendh services assessed
include. but are not limited to. the provision of services in separalc rooms. reduced user fees. and the
availabilinn of vouth-specific educational materials on different topics.

The proportion of facilities with youth-friendly services in any service site is. uafortunasely.
very low (12 percent). However stand-alone VCT sites, NGO facilities, and facilities in Nairobi and
Western provinces are more likely to provide youth-friendly services (Figure 3.7).



Table 3.23 Youth-friendly services

Percentage of all facilities which have youth-friendly services for the indicated service or anywhere in facility.
Kenya SPA 2004

Percent with youth-friendly services for

Any Number of

Background Family provided  facilities

characteristics planning  ANC 5T vCT PMTCT service  (weighted)

Type of facility i
Hospital 5 1 4 7 2 22 28
Health centre 5 3 6 10 6 18 125
Maternity 10 6 11 20 0 18 20
Clinic 2 4 2 12 0 15 8
Dispensary na na na 14 0 7 249
Stand-alone VCT na na na 21 0 41 10
Covernment 4 1 4 20 5 14 246
NGO 2 1 4 14 0 24 2%
Private for profit 3 9 2 6 2 13 63
Faith-based organisation 2 0 5 110

Province
Nairabi 13 0 2 11 0 32 41
Central 4] 1 1 0 g 1 50
Coast 1 8 7 18 15 15 49
Eastern 0 0 0 2 0 7 83
North Eastern 9 0 1 8
Nyanza 8 1 9 14 0 12 54
Rift Valley 1 0 0 23 2 8 126

. Western S 5 4 12 o 34 29
Total 3 2 3 12 3 12 440

na = Not applicable

Figure 3.7 Percentage of Facilities with Youth-Friendly Services,
by Province (N=440)

Nairobi

Central

Coast

Eastern

Norh Lastern

Nyanza
Rift Vaklen
Western

National

0 10 20 30 40



3.9 HIV/AIDS Services

Given the spread of HIV/AIDS across the entire African continent, several initistives have
been implemented to prevent further HIV infection and 1o treat the affected individuals. In terms of
the facility surveys, President Bush’s Emergency Plan for AIDS Relief supported the collection of
information on various aspects of facilities’ preparedaess to provide quality HIV/AIDS services to the
people of Kenya. Some of the initial findings are presented in Tables 3.24 through 3.26.

3.9.1 Availshility of selected HIV/AIDS services

The KSPA assessed the availability of the following HIV/AIDS services in facilities:
voluntary counselling and testing (VCT), prevention of mother-to-child transmission (PMTCT),
antiretroviral therapy (ART), and postexposure prophylaxis (PEP) for health workers. Table 324
provides detailed information.

T 24 A HIV/AIDS

Percentage of faciities offering the indicated HIV/AIDS-related sevvices, Kenya SPA 2004

Pucul?
T PMTICT ARTY e
Both
Counselling Testing  services
sepices @t servicesat  at least Sevvice Referred 0 Nusmber
leastone  leastone oneday Serviceat at  Awailable  another of fecilities

Ba:lqumddwam'uia dayaweek dayaweek aweek facilty facilty alfacliy’ facly’ an‘H:le Tosad tnem
Type of Eacility

Hospital (alf types) 89 9 89 74 52 39 7 54 100 b ]

Heakth centre 47 46 46 3 12 4 8 Ba 1o 25

Matemnity 50 46 45 35 13 ] 4 96 100 20

Clinic 36 36 36 16 [ 7 4 a9 100 8

Dispensary 21 22 n 12 [ H 0 9 € 100 249

Stand-alone VCT 100 100 100 6 6 6 55 » 100 10
Managing sathority

Coverranent n 32 n 24 5 1 3 9% 100 246

M:O 47 47 47 8 ki 18 19 &3 100 2t

Privase (ior profit) 50 50 48 34 15 7 0 63 100 &3

Faith-based organisation 36 35 35 Ly [ 6 1) B 100 110
Provimce

MNairohi 73 3 " 55 149 18 » 55 wn 41

Cemral 30 s n 13 L] 3 5 92 100 50

Caoast 1) 0 40 1= 1 3 11 as A ] ~

Lastemn h i I8 i 21 12 2 12 fn [ {] .11

Newth Basdern 12 12 b = 2 1 2 o= W »

Wanzd il n 14 15 3 ] 2 a5 Hm 2

Rt Valken 33 Tt t T : 1 = ur (LT 1%

Wosiem J1 I Y ux 3 1 2 w. um R
Tenal 30 it 1% ) = + o a8 ey FET
' PEP is post expusure prophwlaris

 PEP available to staii of 1achty anmywhere in the Gacibity
* Suaii referved 10 ancther facikty 1o receive PEP

Thirty-five percent of facilities offer both counselling and testing services at least one day a
week. All stand-alone VCT sites (100 percent) and a majority of hospitals (89 percent) also offer both
services. Less than 50 percent of the other facility types offer both services, especially dispensaries,
which only offer them in around 20 percent of cases. Also, a smaller proportion of facilities in the
North Eastern province (12 percent) offers these services at least one day a week (Figure 3.8).




Figure 3.8 Availability of HIV/AIDS Services (N=440)

Percentage of facilities
offering HIV/AIDS services
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CVCT centre EdTotal

Other HIV/AIDS-related services are offered at a smaller percentage of facilities. Thus, while
PMTCT services are available at one-fourth of facilities, ART services are available at only 7 percent.
Hospitals are more likely than other facilities to offer these two services and facilities in the North
Eastern province are least likely to offer them.

Postexposure prophylaxis (PEP) is available in only 13 percent of facilities (4 percent at the
facility, and 9 percent referred outside to another facility for PEP). Hospitals have PEP available
onsite most often, and stand-alone VCT centres refer their health providers to other facilities for PEP
most often. Facilities in Nairobi province and NGO facilities have PEP available the most often,
whether onsite or referred outside.

3.9.2 Prevention of mother-to-child transmission (PMTCT) services

The minimum package of prevention of mother-to-child transmission (PMTCT) of HIV
services comprises: voluntary counselling and testing (VCT). antiretroviral prophylaxis. infant
feeding counselling. and family pianning counselling and/or referral.

Overall, about one-fourth of all facilities offer some type of PMTCT services. including three-
fourths of hospitals (74 percent) (Table 3.25). Only a third of maternities offer any of the components
of PMTCT. and these are offered in even fewer VCT centres and FBO facilities. Not surprisingly.
PMTCT services are more likely to be available in Nairobi and less available in Nyanza. Central.
North Eastern and Rifi Valley provinces {Figure 3.9).

Just over half of all facilities providing some elements of PMTCT offer all four items for the
minimum package PMTCT. Hospitals are more likely to provide all 4 items (82 percent) compared
with other facility types. A relatively larger proportion of private for-profit facilities and facilities in
the Central province offer the minimum package.

Among the 4 components of PMTCT, over 80 percent of facilities offer counseliing and
testing, infant feeding counselling, and family planning counselling and/or referral. The following
sections focus on the 4 individual components of PMTCT.



Table i Ti + gervi Hiv-

of facilities offering PMTCT services, and among facilities offering PMTCT, percentage offering the indicawed component of PMTCY
services. Kenya SPA 2004

Pevcent of facilities offering the indicated component of PMTCT"
ARV

Percent Number of
of facilities Counsel. ARV Family Alfour thevapy facilities  Number of
providing ingand prophy- infart planning  Rems for for HIV+ i
Nurnber fodis 0 mmseﬁg minimum  women Al s FM!C? *h

Background PMTCT  of faciliies services® package  and for
characteristics services  (weighted) (VCT)  MTCT®  hing’ reiemF PMTCT  children® PMTCT+7 (ugnd) m
Type of acility

Hospital (all types) 74 28 98 8 95 9 82 53 4 n 45

Health centre 36 125 86 57 a5 91 57 10 10 43 &7

Maternity 35 20 8 70 67 a5 53 3 3 7 13

Clinic 16 8 75 51 93 7] 39 12 12 1 2

Dispensary 12 249 82 36 82 81 3% 0 o n 13

Stand-alone VCT 6 10 100 67 100 67 67 0 LY 1 1
Masaging autherily

24 246 86 n 79 9 51 15 15 &0 ™

NGO 28 n 40 37 94 94 37 3 3 6 0

Privae ffor profit) 34 63 94 90 89 26 a3 n n A n

Faith-based

organisation 17 110 9% 53 98 70 4 24 18 19 2
Proviace

Nairobi 55 41 100 82 100 79 8 13 13 22 n

Central 2] 50 95 96 100 9% 92 25 n 7 n

Coast 37 49 78 61 61 97 61 20 » 18 27

Exstern 24 a3 100 38 78 80 6 0 10 20 7

North Eastern 7 8 100 17 100 100 17 17 17 1 1

15 54 98 47 a7 0o 43 b4 2 8 6

Rift Valley 16 126 68 63 9% 94 60 15 un n 2

Western 30 29 68 11 68 2 11 8 7 9 14
Total 24 440 ar 58 as 88 56 15 4 106 160

! indicaned services offered in the facility either 25 an outpatient or inpatient sevvice
=GMBMMMGMGMMMMMM
! Antiretroviral proplwlaxis for HIY positive women and newboms
* The objective is 10 assess the mather’s personal circumstances in order to help her select the best feeding aption for her baby
* Counselling and rederral on family pianning offiered to HIV positive women
* Antiretroviral therapy ofiered o HIV positive women and their eligsble HIV positive (amily memberns.
T PMTCT + refers to provision of the minimum package of PMTCT services phus ARV therapy isum af all previous columns)
* There may be several locations within the same lacility where PMTCT services are offered. Each such location & defined a5 a sevvice st

Figure 3.9 Percentage of Fadilities Providing Any PMTCT Servioes,
by Province
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Voluntary Counselling and Testing

Eighty-seven percent of all facilities providing some elements of PMTCT offer counselling
and testing services. All stand-alone VCT centres and 98 percent of hospitals with some aspects of
PMTCT service offer counselling and testing. More FBO and private for-profit facilities and fewer
NGO facilities or in Rift Valley and Western provinces offer these services, compared with other
authorities and provinces.

ARV Prophylaxis

Approximately 60 percent of all facilities providing some elements of PMTCT offer
antiretroviral prophylaxis to prevent the transmission of the virus from mother to child. This is the
least provided aspect of PMTCT. Hospitals more likely to provide ARVs (89 percent) compared with
other facilities. Private for-profit facilities and facilities in Central province are all more likely to
provide this service.

Infant feeding counselling

Eighty-five percent of all facilities providing some elements of PMTCT offer infant feeding
counselling to HIV-infected mothers. Interestingly, maternities are less likely to offer this service (67
percent) compared with hospitals (95 percent). FBO and NGO facilities offer infant feeding
counselling more often and facilities in the Coast and Western provinces least often.

Family planning counselling and/or referral

There are no clear trends regarding the provision of family planning counselling and/or
referral for HIV-infected women except that fewer stand-alone VCT centres, FBO facilities, and
facilities in the Western province offer this service.

393 PMTCT pius

PMTCT plus, is the provision of the minimum package of services for PMTCT, plus the
provision of ARV therapy for HIV-infected mothers and their eligible family members. Only 15
percent of facilities offering any eiements of PMTCT services offer ARV therapy for HIV positive
women and their eligible family members. This brings the total proportion of facilities offering the
full PMTCT plus program to only 14 percent. Hospitals are more likely to provide all items for
PMTCT plus compared with other facilities.

3.94 HIV testing services

The availability of counselling and testing services is an integral part of the provision of
quality HIV/AIDS-related services. Table 3.26 provides details on the availability of HIV testing
services in facilities in Kenya.

Almost 4 in 10 facilities kave an HI'V testing system. i.e.. the facility conducts the test on site.
has an affiliated iaboratory. or has an agreement with an external site for HIV/AIDS tests. All stand-
alone VCT centres and aimost all hospitals (98 percent) have an HIV testing svstem. Relatively fewer
dispensaries have a testing system. Private for-profit facilities have a shght edge over other
authorities. and Nairobi province has a much larger proportion of facilities with HIV testing systems.
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T for et for

Percentage of facilities with an HIV testing system and, among these. the percentage using the indicated sysem and with the indicated docamenss. Kemya SPA
2004

Pevcent of tacilities that conchact
HIV/AIDS testing where indicated
Facilitves with the means for providing HIV west doument was observed
Per- Number indormed
centage with corent
with HIV  HIV wst Number policy for Nugber
wtaail  available Per-  agreement HNV of fxilinies
Per- able either either onsite  centage with esting Record that
centage onsie o in agremem ewmal  inall  Reginer for chess conchart  Namber
with HV Numberol  orin alikared with sefor  releant  with  receiving Aliters  HIVIAIDS dm
Background m Gcilities  affilated  laborakwy extermalsiee HiViest  service HIV e HIViex for [
chavacseristics gstem®  tweighted) laboratory” _(weigheed)  for HIV test {weighted)  sites  mesulte  results  indicator’ tweighted uﬂ
Type of facility
Hospital (af types) 98 bo. ) 97 27 32 1 " 30 1% 6 y. ] 97
Health centre 53 125 66 &2 100 4 40 45 35 13 &6 28
Maternity 63 20 78 12 40 3 ] 22 1 H] 12 24
Clinic a8 8 78 3 11 0 312 70 55 13 3 3
Oispevesary 2 249 55 46 ] 4 51 s 60 8 54 58
Stand-alone VCT 100 10 82 10 100 0 89 98 9% 73 10 1"t
Managing asthority
Government 35 246 56 80 2 1 44 L 45 7 86 72
NCO 48 2 a5 1w 100 0 7 75 72 57 w0 15
Private tior profit) 56 63 90 32 67 6 k-] 40 " 5 5
Faith-based
Ofanisaton 38 110 80 38 ¥ 5 4 2] 53 n 42 &4
Province
Nairobi ™ L) 90 26 - 0 25 a5 32 17 2 »
Central 37 50 62 18 0 0 7 59 a1 i 8 M
Coast 40 49 82 17 94 3 17 10 b4 2 x 78
Exshern 44 83 58 k¥4 0 4 o4 43 52 16 3% 58
North Eastern 2 8 65 2 - 0 29 5 10 5 2 1
Nyanza 20 54 as 1" 100 0 14 2 39 4 n 25
Rift Valley 2 126 73 40 0 1 55 78 56 ? 40 55
Westem 47 29 40 1L a3 3 n 47 42 “ 14 n
Tomd 39 440 70 160 47 12 19 57 2 13 172 m

' The Gacility eithey conducts the test Lany type of HIV test aimywhere in the taciity, imchading ANC dinicsi, has an afiiated exterval boratory whese Wit s
conducted, or has an agreement with an external testing site from where the test results are expected 10 be relumed W the aclity.

* The facility has rapid swest arypwheve in the facility tnchuding VCT and PMTCT sevvicr sites:. has functioning ELISA equiprent with Jl e necessry o
conduct 2 sed, or has all iems. for Western Blot or PCR lests avasdabic.

" Facility has sesting capability on or offsite and has all dotumeniaton Jvailable

* Theve may be seveval focations within the same lacility where the wame service & olfered. Each such lncation s defned & 2 sevvace uibe,

Ovenall. 13 percent of facilities that have an HIV tesling system have all isems for the
provision and documenting of HIV testing. i.c.. in addition to a testing system. facility has all of the
following documentation: informed consent policy for HIV testing. register with HIV test results. and
records of clients receiving HIV test results observed in all relevam service sites.

Seven in ten facilities either conduct the test onsite or in an affilisted lsboratory. and 47
percent have an observed referral system' for the test to be conducted outside the facility. A smaller
proportion of health centres, government facilities and facilities in Central province conduct tests
onsite or in an affiliated laboratory.

Of the facilities that have a testing system, 39 percent have an informed consent policy
document available in all relevant service sites. A register with HIV test results and a record of clients

* Records were observed documenting that a referral system exists and that the results are recamed w0 the




who have actually received HIV test results was observed at 57 percent and 42 percent of all relevant
service sites, respectively.

Stand-alone VCT sites did better with ail three items mentioned above, with 89 percent
having an informed consent policy document, 98 percent having a register with test results, and 96
percent having records of clients receiving test results. Private (for profit) institutions and maternities,
though having the capacity to conduct HIV testing, fare lower on other supporting services (e.g.,
informed consent, registers of results, and clients receiving results), thus scoring only 5 percent on the
overall indicator of capacity and documentation.



Appendix 1
WEIGHTING OF FACILITIES IN KSPA

When selecting a sample, very frequently there is interest in having dsta on specific types of
services or facilities where a nationally represemative sample will not provide sufficient aumbers for
meaningful analysis. In designing a sample selection to provide sufficient numbers of sobsets of the
data, these facilities or services may be over- or under-represented in the sample in relation 10 the
proportion that exist in the nation as a whole. To compensate for over- or under-sampling, when
presenting statistics that are meant o be nationally representative, the data are weighted. The weights
ensure that such actual proportions of facilities and services as exist in reality appear in the data. Thes,
if a type of facility or service is over-sampled, so that twice as many were included m the sample as
should be, for nationally representative results, the results for the over-sampled services or facilities
will be weighted down by 50 percent. The number of hospitals actually assessed (1 72) corresponds to
39 percent of the total sample. However, the real proportion of hospitals to all facilities as per the
national list of facilities—i.¢., the sampling frame for the Service Provision Assessment—is 6 percent.
Thus, the number of hospitals was weighted down to 28, which reflects such actual percentage.

The weighted numbers are provided in the tables in the report and give information on what
proportion of the total comes from this particular type of facility or province. It is important to know,
however, that all facilities in the sample are used when caiculating percentages. So, if a weighted
number looks too small to be meaningful, it is important to review the unweighted number 0 know
how many actual facilities/interviews contribute to this percentage. For example, in a sampie of 100
facilities, if clinics represent 3 percent of all facilities, the weighted number of facilities showa will be
“3”_1If, in fact, 20 clinics were sampled so that data coukd be provided for clinics alone, the data from
these 20 clinics would be used 1o calculate the percentage that is shown for the “3 weighted” clinics.
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MEASURE DHS Preliminary Reports
December 1998 English
May - o 1999 English
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